. Case 1. Bone lesion consisting of granulomatous tissue with mononuclear cells of reticuloendothelial or histiocyte type, and numerous leukocytes with granula resembling eosinophilic leukocytes. X 150. Hematoxylin -van Gieson staining.
Case 1 (J.nr. 1370/31). M. P. Female, born 1913, at the age of 17 had a gradually increasing swelling in the calvaria. Operation was performed on the diagnosis of probable abscessus capillitii. Biopsy showed sarcoma, and this led to radical operation with excision of a flap of parietal bone, 5 cm in diameter, in the center of which was the tumor with a diameter of about l.s cm. Histologie diagnosis at this juncture (1930) : Highly cellular sarcoma with profuse infiltration of inflammatory cells. The inside of the dura was not involved. The tumor had perforated both the inner and outer tables.
Patient was admitted to Radiumhemmet in February 1931 and then received teleradium treatment in a moderate dosage over three fields in the operative region. Supple mentary treatment was given two and five months later.
Patients was in excellent general condition throughout, and at regular follow-ups shortly after treatment, asymptomatic. Two years later, roentgenologic examination showed a small osteolytic lesion close to the surgical defect. No further treatment was given and the patient has since remained asymptomatic. The operative specimen was re-examined in 1943, the diagnosis then being eosinophilic granuloma.
Patient felt well in December 1954. Case 2 (J.nr. 2437/31). G. C. Female, horn 1928, at the age of 2 years gradually developed a swelling at the lateral angle of the left eye apparently following a slight injury. Incision was made twice, without affecting the swelling. Curettage was later resorted to and yielded "copious necrotic masses". Histologie ermnination: Chronic inflammation with numerous niononuclears, large cells, and giant cells. After four months a further soft swelling of similar type developed in the left temporal region. Further curettage showed the same findings as before. The tentative diagnosis at this juncture was xanthosarcoma. Guinea pig inoculation was negative, as was the Wasserman reaction.
Patient was admitted to Radiumhemmet in May 1931, when she was 2 l / s years old. The general condition was good. There was a firm tumor-like swelling anterior to the left ear.
Roentgenograms showed a sharply defined defect 1 cm in diameter in the left frontal bone; there were also five other similar defects. Treatment consisted of teleradium to four fields. The tumorlike swelling had already definitely diminished after ten days and had fully subsided after one month. Supplementary treatment was given after three months. Five months later there was substantial roentgenologic regression, and seven months after the treatment the skeletal structure in the cranium was virtually normal. The rest of the skeleton showed no roentgenologically demonstrable lesions. The general condition was excellent throughout. Serum cholesterol 213 mg per cent.
Re-examination of histologie specimens: Findings were well consistent with Hand-Schüller-Christian's disease.
In January 1932, a fresh lesion developed in the left parietal bone. There were no symptoms nor any palpable change. No treatment was given. This lesion was still roent genologically detectable after one year, and in 1947 there was still slight rarefaction at its site. From October 1931 to 1947, patient remained free of symptoms and signs. Letters received since 1947 have described her as healthy.
In February 1955 there was little or no cutaneous atrophy in the area treated. At the site of the lesion in the left frontal bone the cranium was slightly irregular on palpation.
Roentgenograms: Status quo since 1947. Case 3 (J.nr. 4393/37). E. J. Female, born 1933, who, at the age of 4, gradually developed an increasing swelling on the forehead following trauma. Operation was per formed on the diagnosis of a tumor and revealed a defect, corresponding to the growth in the right frontal bone. No attempt was made at radical removal. Postoperative roentgen examination showed a destructive lesion, 2 by 1.5 cm, in the frontal bone.
Histologie diagnosis from the operative specimen: Highly cellular round cell sarcoma. Patient was referred to Radiumhemmet, being in excellent general condition on admission in April 1937. Blood values were normal; S.R. 3 mm. In the forehead was a palpable bone defect; in the rest of the skeleton nothing abnormal. The histologie evalua tion at this time was malignant tumor, metastatic rather than primary. Treatment consisted of roentgen irradiation, 250 r daily for 16 days, the total dosage being 3,000 r (H. V. L. approx. 0.1 mm Cu). (Doses referred to in this paper are, unless otherwise stated, skin doses including scattering.) Follow-up roentgenograms after three and five months showed continuous regression of the destructive lesion; the general condition was excellent. After nine months, patient had left inguinal pain when walking. Roentgenograms showed a fresh lesion in the left ilium immediately above the acetabulum. It was treated with 1,800 r to each of two fields (H. V. L. approx. 0.8 mm Cu). The symptoms rapidly subsided.
One year later the general condition was good. Palpation of the forehead revealed no abnormality and the hip joints showed no abnormal signs. Roentgen examination disclosed very slight residue of the destructive lesion in the frontal bone, but nothing abnormal in the pelvis.
According to postal communications between 1938 and 1950, the patient remained healthy. Roentgenograms of the skull in 1944 showed no appreciable changes. Of the histologie material only one microscopic specimen was still available. I t showed, as regards cell forms and granulomatous composition of the tissue, a considerable resem blance to eosinophilic granuloma. There were no detectable foam cells. Clinical examina tion in February 1955 showed a shallow depression, corresponding to the scar, in the right frontal region. Some cutaneous atrophy in epilated zone. The left half of the pelvis was smaller than the right; very slight skin pigmentation. Patient had given birth to a normal child per mas naturaks. She felt well. Roentgen examination negative.
G as e 4 (J.nr. 2510/39). N. L. Male, born 1926, was injured on the forehead while playing football in Nov. 1938, but had no symptoms for a week. Subsequently there was a somewhat pronounced swelling that still persisted after three weeks. A practi tioner who was consulted made a puncture and aspirated blood-tinged fluid, though the swelling did not subside. Six weeks later, the patient suddenly felt "stiff in the body", found it difficult to move, and had to take to his bed. His head was tilted laterally. There was no paralysis, but 'weakness' particularly in the shoulders, and formication in the left arm.
Roentgen examination at his local hospital showed a large defect in the frontal bone and compression of the sixth cervical vertebra, which appeared to have undergone destruction. Patient was referred to Radiumhemmet for a suspected malignant bone tumor, being admitted early in 1939.
Findings on admission: General condition good. Internal organs: N. A. D. Normal blood findings; S.R. 12 mm. Above the root of the nose was a non-tender swelling 4 cm in diameter, and a round, sharply defined bone defect was palpated. Patient had lower cervical kyphosis but no demonstrable impairment of mobility. There was no paralysis. No palpable enlargement of cervical lymph nodes. Roentgen examination showed, as before, discrete destructive lesions in the frontal bone corresponding to the frontal sinuses, with involvement of both the inner and outer tables. (There were no destructive lesions of the jaws.) The sixth cervical vertebra was markedly compressed, only a disk a few millimeters thick remaining. In the rest of the spinal column, thorax, pelvis, and extremities there were no appreciable changes.
The frontal bone lesion was subjected to aspiration biopsy, histologie examination showing fragments of necrotic tissue built up of large light epithelioid cells. There was a striking number of multinuclear giant cells. Foam cells, though not fully typical, were present here and there. There was pronounced infiltration of neutrophilic and occasional eosinophilic leukocytes. No evidence of a malignant tumor. In the differential diagnosis, giant cell tumor, Schilller-Christian's disease, and tuberculosis were considered.
Roentgen irradiation was given. The frontal bone lesion received 2,000 r to one field over 20 days (H. V. L. about 0.4 mm Cu). The cervical spine received 2,100 r to one field over 14 days (H. V. L. about 0.9 mm Cu).
At clinical follow-up after six weeks the patient was asymptomatic; the swelling had subsided, and the earlier palpable defect in the forehead was filled out and almost firm. The roentgen findings were unchanged. Supplementary treatment: 600 r to the frontal lesion and 900 r to the cervical spine. The serum cholesterol value was 166 mg per cent.
Roentgen examination 2 x / 2 months later: Only a very slight rarefaction at the site of the earlier defect in the frontal bone. Cervical spine unchanged. Further roentgen examination after one year showed a normal structure in the frontal bone. According to letters, patient has since been asymptomatic. Roentgen examination in 1949: Status quo. In a communication of April, 1955, patient stated that he was quite healthy.
The biopsy specimens were re-examined in 1944. No reliable pathologic diagnosis was possible, but the changes seemed most consistent with Schiiller-Christian's disease. Case ft (J.nr. 3440/42). G. F. Female, born 1939, developed at the age of 2 7 S years a swelling in the left temporal region. Examination at a hospital disclosed a fluctuating growth in that region. A highly vascular tumor with central dissolution and firmly adherent to the dura, was found at operation. Pathologic diagnosis: Brown giant cell tumor.
The patient was referred to Radiumhemmet and admitted in February 1942. Her general condition was then good. Hb 85 per cent; R. B. C. 3. s million; W. B. C. 14,000, including 8 % eosinophils. (Findings otherwise normal.) Roentgen eramination disclosed a diffuse bone defect, 2.ft by 1.5 cm, close to the squamous suture; no other skeletal lesions.
Re-examination of the earlier operative specimen showed that Schiiller-Christian's disease was probable, though there were no fully distinct foam cells.
The lesion was treated by roentgen irradiation in a dose of 1,600 r over four days (H. V. L. 0.4 mm Cu).
At clinical follow-up three months later the roentgen findings were unchanged. Due to lack of cooperation of the relatives, no further follow-up was possible before 1949, when there were no symptoms or signs and roentgenograms showed a normal skeletal structure. Patient was healthy in April, 1954. Case β (J.nr. 13342/48). S. W. Male, born 1945, had, at the age of 2 1 / t years, a swelling of the left eyelid unconnected with trauma. No pus but only a "coagulum" was found on incision. After one month, 'excision of a fistula'. This operation revealed 'a large hole in the zygomatic bone'. Pathologic diagnosis was giant cell tumor, possibly sarcoma. Two weeks after the operation a blue-black tumor developed in the scar. Patient was admitted to Radiumhemmet in September 1949. His general condition was good and the internal organs showed no appreciable changes. Blood values were normal; 2 to 4 % eosinophils. A blue-black hazelnut-sized growth adherent to the under lying bone was situated at the lateral angle of the left eye. Roentgen examination showed an oval rarefaction in the processus frontosphenoidalis ossis zygomatici. Re-examination of the operative specimen did not permit of any reliable histologie diagnosis.
Roentgen irradiation of 1,650 r over 24 days with doses of 150 r to one field (H. V. L. about 0.4 mm Cu) was administered. At the conclusion of this treatment the cutaneous tumor had diminished considerably, and after two months had quite subsided. Roentgen examination showed an increased calcium content.
Three months later, in February 1949, there were three new lesions -one in either parietal region and one in the right ilium above the acetabulum. (Fig. 7. ) Clinically there was a hard elevated area in the left parietal region. Roentgenograms showed further regression of the lesions first treated.
Roentgen irradiation of the right parietal region: 600 r over 11 days (H. V. L. 0.9 mm Cu). The pelvic lesion was not treated, nor was any direct treatment given to the left parietal lesion.
Two months later the swelling in the right parietal region had subsided but the roentgenologic findings were unchanged. A pseudofluctuating swelling was present in the left parietal region, and roentgen examination showed major destruction. The acetabular lesion was unchanged in size. No treatment was given.
After a further two months (June 1949) the pseudofluctuating swelling had changed to a soft depressed area, which received a dose of 600 r with the above technique. In the left lower leg was a very tender swelling, and roentgenograms disclosed central rarefaction of the left tibial diaphysis and multi-layered periosteal deposits. The pelvic lesion was unchanged. Roentgen irradiation was given to the left tibia in a dosage of 800 r over 9 days. In August and October 1949 the signs and symptoms were unchanged.
Roentgen examination in the latter month showed regression of all demonstrable esions, though to a lesser degree in the case of the untreated pelvic lesions. On reexamination of specimens in 1949 and 1954, eosinophilic granuloma or Schüller-Christian's disease was found to have been a possibility. At subsequent follow-ups every 6 months the patient presented no abnormal signs. In October 1954 he appeared to be healthy.
This case is instructive in that it was possible to keep check, both clinically and roentgenologically, of the course of several lesions, treated and untreated. The diagnosis was not histologically verified, though the clinical signs all pointed to systemic reticuloendothelial granuloma. The course ruled out malignancy, and since giant cell tumors of the cranium are very uncommon, it is justified to regard this as a case of 'localized' systemic reticuloendothelial granuloma. Case 7 (J.nr. 775/50). L. J. Male, born 1939, with pain in the right shoulder and difficulty in moving the arm at the age of 10. Roentgen examination showed tumor like destructive lesions in the right scapula and left fifth rib, as well as a circular defect in the left parietal bone and a small lesion in the right tenth rib. The tentative diagnosis was sarcoma of the scapula with métastases.
Patient was admitted to Radiumhemmet in February 1950. The general condition was good; internal organs showed no appreciable changes; there were no palpable en larged lymph nodes. The right shoulder region was slightly swollen. Blood: Slight anemia; W. B. C. 7,500; 4 % eosinophils. S.R. 36 mm. Blood calcium 10.5 mg % . Blood phos phorous 3.5 mg % . Serum phosphatases: Normal values. Tentative diagnosis: Osteitis fibrosa.
Roentgen therapy was given to the right scapula in a dosage of 700 r to one field over 6 days (H. V. L. about O.a mm Cu).
Two months later, the patient was symptom-free, with normal mobility of the shoulder joint. S.R. 12 mm. Roentgen examination showed regression of the scapular lesions. In the cranium a new lesion had developed in the right temporal bone. Treatment consisted of 600 r to the scapula as above, and 3 X 150 r to lesions in the left fifth rib and the left parietal bone. In November 1950 there was general progression, with a number of new lesions including destruction of the sella turcica and its environment and a destructive lesion in the right femur. The previously demonstrated lesions, except the irradiated ones, had increased in size. The destructive lesion of the right tenth rib had grown, and partial resection was performed. Pathologic diagnosis: Eosinophilic granuloma or lesion of Schiiller-Christian's disease.
Patient subsequently underwent follow-up examination every 2 to 3 months. The majority of lesions were treated with roentgen rays in skin doses of 800 to 1,500 r over 6 to 8 days. Incipient regression was usually obtained after two months and continued regression for a further 2 to 6 months, though without complete healing of the lesions. Most of them again showed progression later on, and new destructive lesions were de tected, for instance, in the skull, ribs, and pelvis.
In August 1952 a biopsy specimen was taken from the cal varia, where a soft, slightly depressed area, the size of the palm, had been palpated. Fragments of friable tissue were removed from below the galea. Pathologic diagnosis: Fibrotic granulation tissue with regressive changes. No manifest foam cells.
In April 1953 there was a swelling of the mandible, roentqenoqrams disclosing cystic destruction at the roots of the left second premolar and first molar. The latter tooth was extracted and round its root whitish granulation tissue was found. Pathologic diagnosis: highly suggestive of eosinophilic granuloma. Roentgen ray treatment of these lesions produced rapid clinical regression, followed after a few months by roentgenologic improvement as well.
In October 1953, patient had polydipsia. In November, the urinary volume was about 2,000 ml daily, sometimes exceeding 3,000 ml; specific gravity less than l.oio. Left exojihthalnius then supervened. Destructive lesions had been demonstrated three months earlier in and round the sella turcica, but there were then no signs of diabetes insipidus and the skeletal structure in that region became almost normal after roentgen irradiation. The exophthalmus was associated with changes in the orbit, the walls of which, together with the left maxillary sinus, showed destructive lesions. During 1954 a further lesion developed in the distal metaphysis of the left femur and was irradiated with a dosage of 1,000 r to each of two fields. Supplementary roentgen treatment was given to the mandible. The cranial lesions showed continuous progression, and partial progression of those in the right femur indicated further irradiation of that region. Sub sequently another lesion developed proximally in the left femur and was irradiated.
The general condition has so far been surprisingly good. At present the patient has slight anemia: Hb about 60 % . In the past year the S.R. has been around 40 to 50 mm. Eosinophilia 4 to 5 % . Serum cholesterol normal. No enlargement of liver or spleen, nor any enlarged lymph nodes or cutaneous lesions. Chest roentgenogram normal.
Summary: The disease was ushered in with multiple bone lesions, but fresh lesions, with a tendency to progression, have since been steadily developing. Roentgen therapy has had a temporary and partly good effect. On several occasions, bone lesions which had tended to heal have flared up afresh and increased in size. No signs referable to organs other than the skeletal system (aside from some anemia, eosinophilia and elevated S.R.) were demonstrable until the autumn of 1953, when the patient developed diabetes insipidus and exophthalmus, thus presenting the classical triad of the Hand-Schiiller-Christian syndrome. Biopsies have revealed changes of eosinophilic granuloma type but no true foam cells have been detected. Patient was admitted to Radiumhemmet, June 1951, at the age of 10 months. His general condition was affected. Hb 54 %; R. B. C. 3 million; W. B. C. 6,300, including 2 % eosinophils. There were extensive 'eczematous lesions' over large parts of his body. The spleen was palpable but not the liver. The surgical wound behind the right ear was suppurating and the soft tissues swollen; enlarged cervical lymph nodes. Roentgenograms showed only a surgical defect in the right temporal bone. Roentgen examinations of the pelvis, extremities, ribs, and lungs produced normal findings. Both temporal regions were irradiated in small doses -25 r daily, total 250 r.
The suppuration decreased after this treatment. Patient was then transferred to the Pediatrie Department of Karolinska Sjukhuset. His general condition was very poor: Hb 43 %. There was generalized dermatitis with large confluent areas which showed numerous cutaneous hemorrhages. Cervical and inguinal lymph nodes were enlarged to the size of almonds or hazelnuts. The liver was palpable. Despite blood transfusions and ACTH and other treatment the condition progressive worsened; pulmo- nary roentgenograms showed netlike densities. There was compression of the twelfth thoracic and second lumbar vertebrae; no demonstrable lesions in the cranium, thorax, pelvis or extremities. The patient died at the age of 12 months. Autopsy disclosed widespread cutaneous infiltrations with hemorrhages, and further hemorrhages in the pericardium and peritoneum. There were extensive parenchymal lesions of the lungs, spleen, and liver. The bone marrow was macroscopically normal.
Microscopic examination showed similar lesions in all of these organs, with pro liferation of light, polygonal, somewhat polymorphous cells of reticuloendothelial type, together with sparse lymphocytes and leukocytes, including occasional eosinophils. The findings were quite consistent with those described in Letterer-Siwe's disease. Case 0 (J.nr. 4380/51). B. (J. Female, born 1939. The disease was ushered in in 1948 with "aphthous" lesions in the oral cavity and vulva, the patient being admitted to her local hospital. The gingiva in the region of 4| and β| showed pus-covered ulcers and in the labiae majora there were three fairly deep, intensely tender, slightly suppura ting ulcers. Roentgen examination disclosed granulonias around 5| and 6|, and periodontitis around |6.
Biopsy of the vulva showed abundance of swollen mesenchymal cells, resembling epithelioid cells. No reliable histologie diagnosis was possible. No tubercle bacilli were demonstrable. W. R. negative. N.R. 15 mm. Blood: Eosinophilia up to 10 % .
There was a transient improvement, but the ulcérations recurred after a few months. In June 1949, patient was admitted to the Dermatology Department at Karolinska iSjukhuset. Findings on admission: Four ulcérations in the oral cavity, with elevated margins and central necrosis, the largest lesion measuring 12 by 16 mm. On the inside of the left labium majus pudendi was a fairly large deep ulcération of similar type. Biopsy of this lesion: Non-specific granulation tissue. Guinea-pig inoculation negative. Virus cultivation negative. No spirochetes or diphtheria bacilli demonstrable. W. R. negative. Eosinophilia 7 to 10 % . Roentgenograms of the skeleton showed no lesions. Patient received antibiotics, chemotherapy, etc. with little effect, and after 2 Vs months there was still scarcely any improvement. The ulcérations nevertheless healed in due course. and during 1950 patient was asymptomatic. In 1951 there was a recurrence as well as an increasing swelling of the right half of the mandible.
Patient was readmitted to the Dermatology Department in July 1951. Her general condition was good. There was no ulcération in the mouth but a hard, somewhat tender walnut-sized swelling in the region of 6.| Vulva: Large pus-covered ulcération of the left labium majus and smaller one of the right. Roentgen examination: Expansive destruc tive lesion of the right half of the mandible. Blood: No anemia; eosinophilia 5 to 10 % ; serum cholesterol 157 nig % . Biopsy specimen was taken from the alveola of 6| after extraction of the tooth. Histologie examination: Granulation tissue consisting largely of large cells with pale nuclei and partially foamlike cytoplasm, and very numerous eosinophilic polynuclear cells arranged in clumps and chains. In addition there were some lymphocytes and neutrophilic polynuclears. Diagnosis: Eosinophilic granuloma. Fig. 21 . Case 9. a) (above) Expansive destructive process of right half of mandible. The first molar has virtually no bed in normal bone, b) (below) One-and-a-half years later. Considerable regression and largely normal bone structure.
Re-examination of the specimens from the vulval ulcération in some regions showed appearances fully resembling those in the mandibular specimen.
Patient was referred to Radiumhemmet, where she received, in July 1951, roentgen treatment of the ulcérations in a dose of 150 r daily for 8 days (H. V. L. 0. l mm Cu). The lesions in the right mandible were given 1,250 r over 10 days (H. V. L. 0.9 mm Cu).
Six weeks later the ulcérations had healed. In the right half of the mandible there was still a hard swelling, but roentgen examination showed signs of recalcification and sclerosis. A destructive lesion measuring about 20 by 15 mm was observed in the right parietal bone; it was irradiated with a dosage of 1,250 r over 6 days (H. V. L. about O.a mm Cu).
A further two months later (Nov. 1951) there was tenderness over the region of the right maxillary sinus; otherwise no change clinically. Roentgen examination showed opacity of the right maxillary sinus and destruction of its inferior lateral wall. Mandible: Further recalcification. Cranium: Status quo. The maxillary lesion was treated with roentgen rays in a dosage of 1,050 r to each of two fields over 14 days (radiation quality as above). After four months there was still no change clinically. Roentgen examination showed regression of the parietal lesion; otherwise status quo.
In July 1952, the patient had been suffering for some time from severe polydipsia. She now had diabetes insipidus with a urinary volume of 7 to 11 liters per 24 hours. The renal function was otherwise normal. Blood sugar normal. Specific gravity of urine 1.003 to l.oio. Test with 2.5 % saline solution showed no decrease of diuresis during continuous intravenous infusion, but prompt reaction to a very small dose of pituitrin.
Roentgenograms of the cranium revealed further regression of the parietal lesion. Sella turcica normal. Encéphalographie findings normal.
The hypophysial region was irradiated over four fields with an estimated depth dose of about 1,900 r (duration of treatment 18 days; H. V. L. O.a mm Cu). The patient has since been examined every four months. There has been no demonstrable decrease ni the urinary volume. After six months, hypadrin snuff was prescribed in a dose of 5 eg twice daily, and had a very good effect. Withdrawal of this therapy still resulted, late in 1954, in a rapid rise of the urinary volume to about 5 liters daily. Patient was in excellent general condition; physical and mental development normal; menstruation normal. The ulcérations in the mouth and vulva had not recurred. The skeletal lesions showed gradual regression roentgenologically. A thickened sclerotic area persisted in the mandible but there were no destructive lesions. C as e 10 (J.nr. 153/52). J. N. Male, born 1949, between the ages of 1 and 2 years had repeated attacks of eczematoid disease. He was admitted to a children's hospital late in 1951 when 2 years old, and then jjresented numerous cutaneous and mucosal hemorrhages varying in size from petechiae to 3 cm ecchymoses. On the right lower leg was a tender fusiform swelling, and roentgen examination disclosed a destructive lesion of the tibia with multilayered periosteal deposits. Laboratory tests: Hb 83 % ; R. B. C. 3.4 millions; W. B. C. 6,009, including 3 % eosinophils; thrombocytes 260,000. Bleeding and coagulation times normal. Serum cholesterol 147 mg % . S.R. 45 mm. Urine: Normal findings.
Patient was admitted to Radiumhemmet in January 1952, with a suspected tumor of the right lower leg. His general condition was good and development normal for his age. Internal organs: N. A. 1). There were no palpable enlarged lymph nodes. The hands and knees showed very slight eczematoid lesions. No cutaneous hemorrhages. Right lower leg: Distinct swelling in the middle part; no tenderness. Blood: Hb 66 % ; eosinophilic leukocytes 3. s % . Roentgen findings: The above-mentioned lesion in the right tibia; a small lesion above the acetabulum in the right ilium. In the cranium were two irregularly polycyclic lesions, the larger of a diameter of 3 cm situated in the left frontal bone. Other parts of skeleton as well as lungs: Normal findings.
A biopsy specimen was taken from the tibial lesion after exploration. The tissue was friable and slightly hemorrhagic. The histologie findings were most consistent with eosinophilic granuloma. There were no foam cells.
All demonstrable lesions were irradiated in doses of 400 to 475 r over 4 days. The tibial lesion was treated with 400 r to each of two fields (H. V. L. about 0.8 mm Cu).
At follow-up after one month the general condition was good. Roentgen examination: Regression of the treated lesions. A new lesion had developed in the right frontal bone; it was not treated and after a further two months had increased considerably in size, and at its site a swelling was palpable. The other skeletal lesions showed continued re gression. The lesion in the right frontal bone was now irradiated with a dose of 400r over 4 days. This lesion was unchanged after 6 weeks, but those in the left frontal bone and right ilium were scarcely perceptible. In the right tibia only a cortical thickening persisted. These lesions have since healed virtually without residue. Further lesions developed later on, including one in the right mastoid process and one in a rib; and in September 1953, others were demonstrated in ribs and left scapula. This notwithstanding, the patient's general condition was very good and he showed no developmental dis turbance. The fresh lesions were treated as above. In December 1953, the patient was was without clinical signs. The destructive lesion in the right scapula was no longer visible on roentgen examination, which otherwise showed status quo. Case 11 (J.nr. 7441/52). K. 8. Female, born 1946 , in the autumn of 1951, had pain in the right hip and limp. There was reduced mobility of right hip but the roentgenograms negative. There was a gradual improvement, but after a few months the symptoms recurred. Further roentgen examination in October 1952 revealed a destructive lesion 3 by 5 cm in the lower portion of the right ilium, extending to the acetabulum. It had an irregular contour and was attended by periosteal deposits. Patient was referred to Radiumhemmet.
Findings in November 1952: General condition good. No anemia. W. B. C. 3,800, including 6 % eosinophils. S.R. 55 mm. Blood calcium and phosphorus values normal (further determinations of eosinophilia in November: 9 % , 5 % , and 12 % ) . The internal organs showed no demonstrable changes. There was impaired mobility of the right hip. Roentgen findings: Destructive lesion of the right ilium unchanged; cranium, pelvis, femora, and thorax normal. After exploration of the pelvic lesion a biopsy specimen was taken and consisted of fragments of grayish red friable tissue. Histologie diagnosis: Eosinophilic granuloma. The pelvic lesion was irradiated over one field in a dose of 100 r for 4 days (H. V. L. 0.9 mm Cu).
Examination 3 months later: The hip symptoms had rapidly subsided but there had been slight back pain at the level of the scapulae. General condition excellent. Blood: Normal; eosinophilia 3.5 %; S.R. 25 mm. Normal mobility of the hips. Roentgen examination: Substantial regression of the destructive lesion and increase in the calcium content. Fresh destructive lesion at the head of the left eleventh rib (Fig. 28) . Slight scoliosis in the region of the third to fifth thoracic vertebrae, but no demonstrable destructive process. Cranium: Normal findings. The new costal lesion was treated with 100 r daily for 3 days (radiation quality as above).
Roentgen examinations 2 months later showed compression and density of the structure of Th. 3. Otherwise the condition was unchanged clinically and roentgeno logically. Radiotherapy: 150 r X 3 to the region of the affected vertebra.
Patient was thereafter followed up every 3-4 months. In January 1955, there had been no eosinophilia for a year. Subjectively asymptomatic. Roentgenologically, status quo. Male, born 1921 . Between 1948 and 1953 , patient lost most of his mandibular teeth and, in the latter year, several maxillary teeth, which loosened and fell out. He was admitted to Radium hemmet in September 1953 with a suspected mandibular tumor. His general condition was good. Blood values normal; no eosinophilia; W. R. negative. The mandible showed very severe atrophy, the alveolar process being almost obliterated. All mandibular teeth had gone except \7, which was very loose. Several maxillary teeth were loose too. There were no mucosal lesions. A few enlarged lymph nodes, the size of white beans, were palpated submandibularly.
Roentgen examination: Destructive lesion involving the greater part of the body of the mandible. Only a slender bony bridge remained of the anterior portion, and in it were rounded defects; a circular rarefaction about 2 cm in diameter, with a slightly sclerotic marginal zone, was present in the right ramus.
A biopsy specimen was taken from the mandible, but histologie examination showed only normal bone tissue. No reliable explanation of the curious lesions could be found.
At a further examination in December 1953, the general condition was still good. Eosinophilia of 5 to 7 % was now present. There were no teeth in the mandible; only the incisors remained in the maxilla but were loose. The entire gingiva was reddened, with small aphthoid vesicles and minor ulcérations. A bean-sized lymph node was palpated in the right submandibular region.
Roentgen examination: Considerable progression of the destructive lesions in both the mandible and maxilla. Further biopsy was done. Macrosoopically the submucosal tissue in the mandible was peculiarly grayish white and fibrous. Histologie examination: Partly necrotic tissue with marked infiltration of eosinophilic leukocytes and sparse lymphocytes and areas with numerous slightly polymorphous mononuclear cells, appar ently of reticuloendothelial type.
Tissue from the maxilla showed abscess-like collections of eosinophilic leukocytes, surrounded by light mononuclear cells. There were occasional giant cells of non-charac teristic type but no distinct foam cells. Histologie diagnosis: Inflammatory granulomatous reactive process with pronounced eosinophilia, or eosinophilic granuloma.
Roentgen therapy was given over two fields to the mandibular and maxillary regions: 1,500 r to each field; daily dose 300 r; duration of treatment 12 days (H. V. L. 0.9 mm Cu).
Skeletal roentgenograms: In the left pubic bone close to the symphysis were two somewhat irregular destructive lesions about 2 cm in diameter; findings otherwise normal. Lungs: N. A. D. Biopsy of the pubic lesion: Appearances closely consistent with eosino philic granuloma. This lesion produced symptoms in the form of very slight pain on walking. Roentgen treatment was given over one field in a dosage of 1,800 r over 6 days (same radiation quality as above).
About one month after this treatment there was a considerable subjective improve ment; the lesions in the oral mucosa had fully subsided. Two months later, the patient felt well and had increased in weight. Supplementary radiotherapy was given to the mandible in a dosage of 200 r x 3 (technique as above).
October 1954: Felt well. Roentgen findings: Regeneration of bone in anterior part of mandible; regression of pelvic lesion.
February 1955: No recurrence.
In addition to the above cases we are briefly reporting a few which, despite the absence of histologie diagnoses, are referable in all probability to this group of diseases. Case 13 (J.nr. 6749/32). I. N. Female, born 1919, at the age of 13 developed a fluctuating swelling, without preceding trauma, in the right fronto-parietal region; its incision revealed a destructive lesion of the parietal bone. Patient was referred to Radiumhemmet with the diagnosis of malignant tumor. Her general condition was good. Blood: Normal values; S.R. 42 mm. W. R. negative. Roentgen findings: Destructive lesion, 5 cm diameter, in right frontal Figs. 30 a-c. bone. No biopsy was done. Teleradium treatment was given on the diagnosis of malignant tumor. Less than 2 months later the swelling had subsided and a bone defect was palpable. Supplementary teleradium therapy was given, and 4 months after this the defect was no longer felt. S.R. 7 mm. Thereafter, patient was asymptomatic at annual follow-ups until 1950. Roentgen examination in 1939, 7 years after the treatment, showed very slight rarefaction at the site of the lesion.
April 1954: Asymptomatic. Case 14 (J.nr. 2115/40). M. B. Female, born 1937, at the age of 2 »/, years had a 'swelling' at lateral angle of left eye. Roentgen examination showed widespread 'metastasis-like lesions' in the calva. Patient was therefore referred, in 1940, to Radium hemmet. Her general condition was then good and blood values normal. Internal organs: N. A. D. Urinary volume normal. A number of rather firm swellings were palpable in the cranium. Roentgen examination showed multiple destructive lesions in the calvaria, fifth rib, and left scapula. Clinical diagnosis in 1940: Schiiller-Christian's disease, though with some reservation of the possibility of sarcoma. No biopsy was done.
Roentgen therapy (H. V. L. about O.s mm Cu): 1,300 r to the cranial lesions over 13 days; 1,000 r to the costal and scapular lesions over 5 days. Six weeks later all the swellings had subsided. Roentgen examination 10 months later showed almost complete restitution. Patient was thereafter asymptomatic throughout. At follow-up in 1953 she was normally developed and free of signs and symptoms. Roentgenograms showed no changes in the cranium, thorax, and pelvis. Cane 15 (J.nr. 14949/43). G. K. Male, born 1921, was admitted to hospital in 1938 for 5 weeks for torticollis (possibly rheumatic). Roentgen examination of the cervical spine was negative.
During military service in 1943 he had lumbago. Roentgen findings: Extensive polycyclic destructive lesions, bilaterally in ilium above the acetabulum, in left femoral neck, and in third lumbar vertebra. Cervical spine: Compression of atlas and deformation of seventh cervical vertebra.
Patient was referred to Radiumhemmet. Symptoms: Hip and low back pain, espe cially on walking; stiffness of neck. No signs. No anemia or eosinophilia. S.R. 25 mm. Blood calcium, blood phosphorus and serum cholesterol normal. Sternal puncture: In creased plasma cell count; otherwise normal. Two attempts to remove biopsy specimens from the pelvis with a trephine yielded only fibrous and partially necrotic tissue with few cells; no histologie diagnosis was possible. Tentative clinical diagnosis, 1943: Dysplasia fibrosa polyostotica. Roentgen therapy: 400 r X 3 to the pelvis, lumbar region and nuchal region (H. V. L. about 0.8 mm Cu). Shortly after, there was a subjective improvement, and after G months roentgenologic regression in the pelvis and lumbar region.
About 1 γ 2 years later, patient had severe polydipsia with urinary volumes of
